Introduction {#S0001}
============

Recently, the incidence of thyroid disease has sharply increased year by year.[@CIT0001] The proportion of individuals with elevated TSH levels in the general population is also increasing. Hypothyroidism and subclinical hypothyroidism (SCH) are very common diseases in the general population. The reported incidence of SCH ranges between 5% and 10% and is higher in older people and women.[@CIT0002] Based on a survey of the prevalence of thyroid diseases in 2010, the prevalence of SCH in China was 16.7% based on a diagnostic cut-off level of thyroid-stimulating hormone (TSH) \>4.2 mIU/L. High TSH levels within the normal range may be a sign of early hypothyroidism and are associated with an increased prevalence of autoimmune thyroid disease and a risk of hypothyroidism in the near future.[@CIT0003] An increased serum TSH level may cause multiple organ damage and metabolism disorder.[@CIT0004]--[@CIT0008] Inoue et al reported that a high-normal TSH level can increase the risk of all-cause, cardiovascular and cancer-related mortality compared with medium-normal TSH levels.[@CIT0004] Coronary heart disease has been reported to be associated with the lowest tertile of TSH levels in men.[@CIT0005] Fernándezreal-Real et al found a positive correlation between TSH and postprandial fasting insulin levels in healthy euthyroid subjects.[@CIT0006] Although the baseline TSH level was not associated with the risk of diabetes, after 84,595 person-years of follow-up, the TSH level was demonstrated to be an additional risk factor for the development of type 2 diabetes in euthyroid subjects.[@CIT0007] In early pregnancy, SCH and thyroperoxidase antibody-positive euthyroidism are associated with an increased risk of gestational diabetes mellitus.[@CIT0008] Additionally, glycemic aberrations are closely associated with TSH secretion in type 1 diabetes regardless of variations in thyroid hormone concentrations.[@CIT0009] However, in a previous meta-analysis, plasma TSH levels within the normal range had no significant relationship with the incidence of type 2 diabetes, even in patients with a high cardiovascular risk.[@CIT0010]

In addition to the results of the above studies, the prevalence of metabolic syndrome in China has recently been reported to be as high as 33.9%;[@CIT0011] thus, disorder of the TSH level may be influenced by metabolic regulation factors. However, the results are not completely consistent in previous studies,[@CIT0004],[@CIT0005],[@CIT0007],[@CIT0010] and the underlying cause is not fully known. The possible reasons include small sample sizes, racial differences and participant selection from special populations. In addition, reports including the urinary iodine concentrations (UIC) are rare or conflicting. The relationship between iodine intake and TSH is unclear. Therefore, we performed a cross-sectional investigation based on a nationwide iodine nutrition and thyroid disease epidemiological survey to explore the relationship between TSH and thyroid antibody, the UIC, blood glucose, blood lipids, blood pressure, and other metabolic parameters in euthyroid subjects.

Subjects and methods {#S0002}
====================

Study population {#S0002-S2001}
----------------

The National Survey of Iodine Nutrition, Thyroid Diseases and Diabetes (2014--2017) is a nationwide, cross-sectional survey of the Chinese general population. Participants were randomly selected from two urban and two rural communities in a southwest city with a population of thirty million inhabitants. A total of 2,663 participants aged 18 years or older (18--96 years old) were included in this study. Among these individuals, 180 subjects were excluded due to incomplete data. Thus, 2,483 subjects remained for the study analysis. The study subjects met the following inclusion criteria: (1) 18 years of age or older; (2) Han race; (3) residence in a community (village) for more than 5 years; (4) no iodine contrast agent examination or amiodarone intake in the past three months; and (5) nonpregnant women. The study was approved on April 25, 2013, by the ethics committee of the First Hospital of China Medical University (No. 2013-115), and written informed consent was obtained from all participants.

Anthropometric and biochemical measurements {#S0003}
===========================================

Anthropometric parameters {#S0003-S2001}
-------------------------

All of the participants were required to fast overnight before the physical examination. The anthropometric parameters included height, weight, waist circumference (WC) and blood pressure. Height, weight, waist circumference and blood pressure were measured according to standard procedures reported in a previous study.[@CIT0012] The participants should rest for 10 mins before blood pressure measurement, relax their minds, avoid exertion, empty the bladder, stop smoking 15 mins before the test, avoid drinking tea and coffee, and be seated. The right upper limb blood pressure was measured twice per person for 3--5 mins each time.

Experimental procedures and determination methods {#S0003-S2002}
-------------------------------------------------

Overnight fasting blood samples were collected. All subjects were assayed for TSH, thyroid peroxidase antibody (TPOAb), anti-thyroglobulin antibody (TgAb), total cholesterol (TC), triglycerides (TGs), low-density lipoprotein cholesterol (LDL-C), high-density lipoprotein cholesterol (HDL-C), blood uric acid (UA), fasting blood glucose (FBG), glycosylated hemoglobin (HbA1c), and the UIC.[@CIT0012],[@CIT0013] The TSH, TPOAb and TgAb levels in the specimens were determined by immunochemiluminescence. The FBG level was assayed using the glucose oxidase method. The TC, TG, LDL-C, HDL-C and UA concentrations were determined enzymatically. The HbA1c level was determined using high-performance liquid chromatography. The UIC was uniformly determined with inductively coupled plasma mass spectrometry (ICP-MS) (Agilent 7700×, Agilent Technologies, USA) in the central laboratory.

Definitions of thyroid function and the normal reference ranges {#S0003-S2003}
---------------------------------------------------------------

The subjects with normal thyroid function were divided into four groups according to quartiles of TSH levels: group A (n=305, 0.3--1.3 mIU/L), group B (n=829, 1.3--2.2 mIU/L), group C (n=673, 2.2--3.2 mIU/L), and group D (n=349, 3.2--4.2 mIU/L). The reference ranges were 0.3--4.2 mIU/L for TSH, 0--34 IU/mL for TPoAb, and 0--115 IU/mL for TgAb as provided by the central laboratory. When the serum TSH and FT4 levels were within the normal ranges, the subject was considered to have normal thyroid function.

Statistical analysis {#S0003-S2004}
--------------------

The experimental data were processed with SPSS statistical software, version 22.0. Continuous variables are described as the means ± standard deviation, comparisons between multiple groups were performed with analysis of variance (ANOVA), and pairwise comparisons were performed with the least-significant difference (LSD) test. Correlations between variables were determined using Pearson's or Spearman's correlation analysis, and the independent influencing factors of TSH were explored through multiple stepwise regression analysis. A test level of *P*\<0.05 was considered statistically significant.

Results {#S0004}
=======

According to the analysis results of the samples, 2,156 euthyroid subjects with normal serum TSH levels remained after 327 individuals were excluded because of thyroid diseases. As presented in [Table 1](#T0001){ref-type="table"} and [Figure 1](#F0001){ref-type="fig"}, body mass index (BMI), WC, FBG, HbA1c, UA, TGs, TC, LDL-C and HDL-C did not differ among the groups. Comparisons of the groups showed that the systolic blood pressure (SBP) in group D was significantly higher than that in the other three groups. Group C displayed significantly lower TPoAb levels ([Figure 1A](#F0001){ref-type="fig"}) than those in the other three groups. Group C also had lower TgAb levels ([Figure 1B](#F0001){ref-type="fig"}) than those in group A and group D, whereas the TgAb levels in group B were only lower than those in group A. The difference of UIC levels between all groups were showed in [Figure 1C](#F0001){ref-type="fig"}.Table 1Comparison of the clinical characteristics of all groupsA (n=305)B (n=829)C (n=673)D (n=349)F*P*-valueAge43.81±15.6242.13±16.8941.92±17.5743.54±19.011.3820.247BMI23.26±3.5023.28±3.5423.44±3.6323.47±3.750.4380.726SBP118(110,131)120(111,130)119(109,132)123(111,136)^a,b,c^11.323**0.010\***DBP78.19±11.8378.02±11.1978.15±11.3779.41±11.001.3360.261WC80.64±9.9180.56±9.7080.38±10.0779.88±9.720.4570.713HR77.34±12.0176.59±10.8876.78±10.6677.14±10.150.4500.717FBG5.51±1.585.47±1.585.52±1.475.43±1.430.3260.806TG1.54±1.331.52±1.411.60±1.521.59±1.310.5330.659TC4.60±1.024.56±0.964.52±0.934.49±0.910.8970.442LDL-C2.56±0.732.61±0.732.56±0.702.55±0.690.8180.484HDL-C1.33±0.391.31±0.561.29±0.391.29±0.350.8380.473UA345.72±98.11353.46±103.39356.57±110.39345.88±110.361.2120.304HbA1c5.39±1.045.38±1.015.41±0.995.34±0.820.4240.736[^1][^2] Figure 1Comparison of TPOAb (**A**), TgAb (**B**), and UIC (**C**) levels in all groups.**Notes:** ^a^*P*\<0.05 compared with group A. ^b^*P*\<0.05 compared with group B. ^c^*P*\<0.05 compared with group C.**Abbreviations:** TPOAb, thyroid peroxidase antibody; TgAb, anti-thyroglobulin antibodies; UIC, urinary iodine.

As presented in [Figure 2](#F0002){ref-type="fig"}, correlations were observed between TSH levels and SBP (r=0.054; *P*=0.013) ([Figure 2A](#F0002){ref-type="fig"}) and TC (r=−0.043, *P*=0.047) ([Figure 2B](#F0002){ref-type="fig"}). No correlations were found between the remaining metabolic indicators and TSH. Multiple stepwise regression analysis revealed that WC, BMI, SBP, TC, TGs, LDL-C and the UIC were independently related to TSH levels ([Table 2](#T0002){ref-type="table"}).Table 2Multiple stepwise regression analysis of metabolic parameters and TSH levelsNonstandardized coefficientStandardized coefficientt*P*-valueBStandard errorSBP0.0040.0010.0933.956\<0.001TC−0.1190.035−0.132−3.3740.001UIC0.0000.000−0.045−2.0960.036WC−0.0110.003−0.132−3.887\<0.001BMI0.020.0080.0842.580.01TG0.0370.0150.0612.5270.012LDL-C0.0920.0460.0772.0280.0432.4320.18613.111\<0.001[^3] Figure 2The correlations between TSH and SBP (**A**) and TC (**B**).**Abbreviations:** TSH, thyroid-stimulating hormone; SBP, systolic blood pressure; TC, total cholesterol.

Discussion {#S0005}
==========

Thyroid disease is one of the most common endocrine system diseases. Hypothalamic-pituitary-thyroid axis-related hormone levels are slightly altered and may affect the body overall.[@CIT0014],[@CIT0015] Increased risks of thyroid disease and type 1 diabetes have been found in children born to women with Graves' disease.[@CIT0016] TSH within the reference range has been reported to be positively associated with the risk of future hypothyroidism.[@CIT0003] The prevalence of metabolic syndrome in China is markedly high.[@CIT0011] Another study revealed that patients with metabolic syndrome had a 21% excess risk of developing SCH, even after controlling for risk factors during an average follow-up of 4.2 years.[@CIT0017] Whether early changes in serum TSH levels are related to metabolic indicators in euthyroid subjects is unclear. In the present study, SBP, as one of the metabolic syndrome components, was higher in the highest quartiles of TSH levels. The TSH level was also positively correlated with SBP. The results are consistent with those of a previous cross-sectional meta-analysis.[@CIT0018] The study enrolled 2,289 euthyroid individuals and identified strong evidence for a dose-response relationship between TSH levels and the hypertension risk. Individuals with higher normal TSH levels are at a higher risk of developing hypertension than those with lower normal TSH levels. This result was further supported by a meta-analysis suggesting a significant dose-response relationship between TSH levels and the hypertension risk in euthyroid subjects.[@CIT0019]

In addition to influencing blood pressure, the effect of thyroid dysfunction on lipid metabolism is not fully clear.[@CIT0020] The thyroid is widely believed to be the target organ of lipotoxicity.[@CIT0021] TC and TG levels were positively correlated with TSH levels in euthyroid subjects in a previous study.[@CIT0022] However, the TC level was slightly negatively correlated with TSH levels in our study. Furthermore, the study found that lipid levels (TC and TG) were more likely to be abnormal in subjects with the lowest or highest quartiles of TSH levels. We speculated that a trend toward an abnormal TSH level substantially more adversely influenced blood lipid metabolism and related clinical outcomes than medium-normal TSH levels. These findings may explain why the highest or lowest normal TSH level can increase the risk of cardiovascular disease.[@CIT0004],[@CIT0005] Our hypothesis is further supported by a recent study reported by Ahi et al.[@CIT0023]

Significantly elevated TPOAb and TgAb levels were observed in participants with the lowest and highest limits of TSH within the reference range. Thyroid-related antibody levels may be an early manifestation of thyroid diseases, especially autoimmune thyroid disease. A previous study also suggested that TPOAb and/or TgAb increased significantly with increasing levels of TSH and was associated with the prevalence of hypothyroidism.[@CIT0024],[@CIT0025] The UIC was highest in subjects with a TSH level of 1.3--2.2 mIU/L, which is also consistent with the findings of a previous study.[@CIT0026] Additionally, the UIC was negatively correlated with TSH levels in euthyroid subjects. More than adequate iodine intake may be an important inducing factor of thyroid disease. The prevalence of clinical hyperthyroidism and Graves' disease has been reported to be significantly increased among Chinese populations in areas with adequate iodine intake.[@CIT0027]

Metabolic syndrome components, weight status (BMI and WC), blood pressure, blood lipids and iodine status are all influenced by TSH levels. Adipocyte- and hepatocyte-derived metabolic regulators may be critical links between metabolic syndrome and thyroid function.[@CIT0028] The study results showing that WC and BMI were independently related to TSH levels are partly consistent with those of a previous Asian study revealing that men with a higher TSH concentration had higher body weights and BMI values, even after adjusting for related confounders. However, the TSH level was not associated with WC.[@CIT0029] A 1-mIU/L higher TSH level within the euthyroid or subclinical hypothyroid range was associated with a 0.51-kg higher baseline weight in women.[@CIT0030] In patients with SCH, high blood pressure and high serum TGs were associated with an increased risk of thyroid disease. Subjects with metabolic syndrome were reported to be at a greater risk of developing SCH.[@CIT0017] Thyroid hormone supplementation increased TSH levels, which reached a steady state at an incidence risk ratio of 1.75 after ten years of iodine fortification.[@CIT0031]

Some inevitable limitations exist in our study. First, this study was cross-sectional, and the results should be verified by a longitudinal clinical study in the future. Second, comorbidities and concomitant drug use are common among elderly individuals. According to the literature, some drugs, such as estrogen, aspirin, nonsteroidal anti-inflammatory drugs, and glucocorticoids, can affect thyroid hormones.[@CIT0032] We hope to provide supporting data and references for future studies, and more studies are needed to clarify the relationship between metabolic indicators and thyroid disease.

Conclusion {#S0006}
==========

In conclusion, metabolic parameters showed significant changes at different levels of TSH. Weight status, blood pressure, blood lipids and iodine intake were independent predictors of serum TSH levels. Disorder of various metabolic parameters is an important factor that cannot be ignored as an influencing factor of thyroid disease. Further studies are needed to explore the possible mechanism of metabolic syndrome and its influence on thyroid function.
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[^1]: **Notes:** ^a^*P*\<0.05 compared with group A. ^b^*P*\<0.05 compared with group B. ^c^*P*\<0.05 compared with group C.

[^2]: **Abbreviations:** BMI, body mass index; SBP, systolic blood pressure; DBP, diastolic blood pressure; WC, waist circumference; HR, heart rate; FBG, fasting blood glucose; TG, triglyceride; TC, total cholesterol; LDL-C, low-density lipoprotein cholesterol; HDL-C, high-density lipoprotein cholesterol; UA, uric acid; HbA1c, glycated hemoglobin.

[^3]: **Abbreviations:** TSH, thyroid-stimulating hormone; SBP, systolic blood pressure; TC, total cholesterol; UIC, urinary iodine concentration; WC, waist circumference; BMI, body mass index; TG, triglyceride; LDL-C, low-density lipoprotein cholesterol.
